Patients undergoing intestinal transplant have a high potential for pain, as repeated intraabdominal procedures can result in central sensitization, "wind-up", and chronic pain. Using a multimodal approach to acute pain that includes nerve blocks, the opioid burden and associated risks can be mitigated, possibly facilitating earlier extubation, ambulation, and increased patient comfort.

A 56-year-old Caucasian male with Crohn\'s disease had short bowel syndrome (SBS), requiring intestinal transplantation following multiple bowel resections. He had severe pain after being extubated 3 h postoperatively (post-op), and a patient-controlled fentanyl infusion was instituted. Pain scores ranged from zero to eight in the first 48 h. The patient complained of significant abdominal and incisional pain while appearing diaphoretic and in distress. Due to graft failure, he necessitated explantation with creation of tube duodenostomy.

A year later, the patient presented for retransplantation. One of his primary concerns was the significant pain he experienced with the first procedure. After completing the surgery, we performed bilateral ultrasound (UG)-guided anterior QL blocks \[[Figure 1](#F1){ref-type="fig"}\] using 20 mL of 0.25% bupivacaine with 2 mg of dexamethasone per side.
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Less than 3 h post-op, he was extubated. He was quite comfortable, requiring only a one-time dose of fentanyl 50 μg. A patient-controlled fentanyl infusion was provided as the quadratus lumborum (QL) block began to regress.

Subjectively, his retransplantation was a stark contrast to his index procedure. The first post-op day, he was able to sleep comfortably and appeared in no distress, smiling frequently. He felt the block made a tremendous difference in his level of pain and comfort. Maximum pain score was a 3/10, 8 h after the block was performed. The block began to recede 6 h after being performed. Otherwise, pain scores ranged from 0--2/10 in the first 48 h after surgery, and he required no breakthrough medications.

The QL block is a fascial plane block that has drawn attention for excellent analgesia, variety of applications, and ease of performance with a good safety profile. Its potency may stem partly from the paravertebral spread of local anesthetic,\[[@ref1][@ref2]\] which is applicable to all manners of abdominal surgeries.\[[@ref3][@ref4][@ref5][@ref6]\]

Many transplant recipients are not candidates for early extubation because of comorbidities or physiologic perturbations from surgery. However, with modern surgical and anesthetic techniques, the addition of a QL block may serve as a tool in a multimodal "analgesic bridge" for patients undergoing early extubation.

Though our results are promising, we acknowledge there are unanswered questions and the possibility of confounding variables. The patient admitted to having substantial pain immediately post-op after initial transplantation, but this may be attributable to graft failure. The patient also received more opioid for the second surgery (420 mcg vs. 310 mcg sufentanil), but we do not feel that this is solely responsible for the substantial decrease in pain.

In our practice, it is customary to perform nerve blocks prior to surgery to provide pre-emptive analgesia, mitigate intraoperative opioid requirements, and prevent central sensitization and "wind-up" pain. However, this was the first adult intestine transplant performed at our institution and we did not want to risk potential surgical or hemodynamic complications as a result of our block. Better results may have occurred using a higher volume of local anesthetic; however, this needs validation in a larger sample of patients. Though it is our opinion that the QL should prove to be beneficial for other abdominal organ transplantations, we advise caution on the extrapolation of our results in the use of these procedures as there are no randomized, prospective studies demonstrating the efficacy and safety of this block in these scenarios.
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